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Abstract
Older adults face the highest rates of suicide of all age groups. The older adult population is not
a homogenous group, and each age range—young old, middle old, and oldest old—has specific
risk factors. Although Joiner’s interpersonal theory of suicide (IPTS) has been deemed valid
among these age groups, it has not been specifically researched in older adults in each older age
range. Due to lack of research and low reporting rates, not enough is known to develop specific
detection and prevention measures targeting this population. This paper addresses the application
of Joiner’s IPTS to both genders in each of these older age ranges. Joiner’s IPTS provides a solid
framework for identifying risk factors and intervention points for older adults. Translating the
age-related facets of Joiner’s IPTS to the various older adult age brackets, further promises to
improve mitigation of suicide risk among this growing and increasingly vulnerable population.
Along with addressing and mitigating the risk factors under each facet of Joiner’s IPTS, it is
important to address the individual’s societal and cultural context under which they occur.
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According to the Centers for Disease Control and Prevention (CDC) in 2020, suicide
rates in men over 75 are the highest of all age and gender groups at 40.5 per 100,000. Women of
the same age have a suicide rate of 7.9 per 100,000, more than a five-fold difference from the
male group (Centers for Disease Control and Prevention, 2013). Moreover, the problem of older
adult suicide has been on the rise. In 2017, the suicide rate for older adults of both sexes from
ages 65–74 was 26.2 per 100,000, a 6% increase over 1999, with men accounting for most of
these suicides (Curtin & Hedegaard, 2019). Overall, men account for 80% of suicides in the 65
and older age range; this is in part due to a higher attempt rate and a higher completion rate for
men than for women. By 2060, the size of the older adult population is expected to increase from
15% to 24% of the total population. Not only is the number of adults 65 years and older
increasing rapidly, the fastest increase is occurring in the 85 years and older population (U.S.
Census Bureau, 2014). Per-capita suicide rates for the oldest–old (i.e., 80 plus) are high
throughout the world (Cattell, 2000) and are increasing in absolute magnitude due to baby
boomers reaching late-life with increased life expectancy (Statistics Canada, 2010). With the
combination of high suicide rates for older adult men and the growing older adult population, the
national suicide crisis is poised to get worse unless prevention measures targeting older adults
are implemented.
This study uses Joiner’s interpersonal theory of suicide (IPTS) to examine the social and
psychological risk factors unique to older adults. According to Joiner’s theory, three components
contribute to the desire to attempt suicide: (a) thwarted belongingness; (b) burdensomeness; and
(c) fearlessness of pain, injury, and death (Joiner et al., 2009). Thwarted belongingness is
defined as the experience of feeling alienated from family and friends with a lack of social
connectedness to others. Perceived burdensomeness is defined as the extent to which an
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individual feels they are a burden to others and loved ones would be better off without them. The
last component of Joiner’s theory, fearlessness of pain, injury, and death, asserts that those who
are capable of death by suicide are those who have been exposed to repeated past pain and/or
fearsome experiences. This repeated exposure can take many forms, including maltreatment,
combat, self-harm, repeated death exposure, past attempts, and chronic physical pain. Thus, they
are habituated to the fear of pain, self-injury, and death. This higher tolerance for pain and
fearsome experiences, and exposure to death is necessary to override a human’s natural
propensity for self-preservation (Joiner et al., 2009). Although each factor alone increases the
risk for passive suicidal ideation, active ideation develops when thwarted belongingness and
perceived burdensomeness are both present and perceived as unchanging. Furthermore, when
suicidal ideation is present with a lowered fear of death, suicidal intent—having specific plans
and/or making preparations for suicide— increases. Among suicidal older adults, suicide is often
viewed as a positive solution to adverse and unchanging life events (Rurup et al., 2011). Suicidal
intent may quickly progress to attempt if pain tolerance is increased, because the habituation
process has lowered one’s fear of increased pain and death (Joiner et al., 2009).
A systematic meta-analysis of suicide research spanning the last decade supports Joiner’s
IPTS for all ages, but the primary focus has been on young adults (Chu et al., 2017). Additional
research has been conducted linking burdensomeness and isolation to older adults’ risk of
suicide (Cukrowicz et al., 2011). However, specific research has not applied Joiner’s complete
theory to older adults. This study enhances the understanding of Joiner’s theory as it applies to
the older adult population. In so doing, it must be emphasized that the older adult population is
not a homogeneous group, and the risk factors differ according to different age brackets: (a)
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young–old (i.e., 65–74 years), (b) middle–old (i.e., 75–84 years), and (c) oldest–old (i.e., 85
years and over; Koo et al., 2017).
Developmentally, older adults face life transitions at more frequent intervals than other
age groups, and life transitions create stress due to the forced adjustments they impose. In older
adults, job loss, retirement, and widowhood are major life transitions that are causes for
adjustment (Wheaton, 1990). Scant research has been conducted to examine the risk factors
unique to each older adult age bracket through the lens of Joiner’s IPTS; therefore, this paper
explores the unique risk factors of older adult age groups using IPTS. Age-bracket-specific
clarity can potentially aid clinicians in their assessment of suicide risk in older adults and
provide better treatment recommendations.

Thwarted Belongingness
Humans have evolved to belong, and one of the most fundamental human needs is social
connectedness (Baumeister & Leary, 1995). Research has indicated that of those who have died
by suicide, many often experience social isolation before their deaths (Trout, 1980). As men age,
they tend to lose certain roles due to unemployment, retirement, and illness. This is pronounced
for men after age 65 when retirement is a common occurrence. The loss of social roles can
contribute to a sense of thwarted belongingness. For example, an individual who was once part
of a rich social network at work may no longer be part of that due to illness or retirement. He
now finds himself without the role he identified with for so many years, thus, causing a sense of
not belonging anymore. This is especially true if the loss of role was involuntary (Gallo et al.,
2000). Research has shown the effect of losing a “good job” in later life increases stress for men,
whereas in women the increase in stress is much less than in men (Isaksson & Johansson, 2000).
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Furthermore, married men experience less of an effect from job loss than unmarried men
(Wheaton, 1990). This exemplifies how the loss of employment may be harder for men when
their sole identities and social connectedness are tied to employment. The increase in stress and
isolation in later life not only involves role loss but also the likelihood of fewer opportunities to
develop connections without employment. Limited job opportunities available to older adults,
functional disability, or peers dying exacerbate this loss of connectedness. Interestingly,
retirement has less effect on women than it does on men (Wheaton, 1990). This is because
women’s identities are generally not solely tied to work. They often have multiple roles, such as
mother and/or caretaker. Plus, they often leave the job force temporarily or permanently after
having children, making the transition to retirement easier. Additionally, research has shown a
loss of socioeconomic status, often concomitant with job loss, is linked to suicidal ideation and
suicide attempts among older adults (Dombrovski et al., 2018). Thus, retirement is the first
major life transition associated with changes in social roles, responsibility, and identity
contributing to a sense of thwarted belongingness (Kaplan & Berkman, 2016) .
Typically, this transition is most common in the young–old (i.e., ages 65–75) bracket, and
confers a high risk for suicide.
Loss of interpersonal relationships are also a major contributing factor to
thwarted belongingness. Marriage confers both economic and social benefits in old age.
Although loss of a spouse is a stressful transition in older adulthood, having other social
supports decreases the amount of stress it causes (Wheaton, 1999). Research has found men’s
emotional needs are often met by their spouses/partners, while women often get their emotional
needs met by their female friends (Vandervoort, 2000). Thus, widowed men’s lower rates of
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social connectedness are implicated in higher rates of suicide as a facet of thwarted
belongingness. This may explain why widowhood for men may be more detrimental when their
emotional needs were previously met solely by their spouses. Although marriage is generally a
buffer against loneliness, there are certain gender divides for older adults; for example, married
women are at greater risk of loneliness than married men, but unmarried older adult women
experience less loneliness than men (Hawkley et al., 2000). This may be due to the importance
of marriage quality for women, whereas for men, that does not matter as much. Moreover,
unmarried women have likely structured their social lives to receive most of their social support
from family and friends. It has also been surmised that lower suicide rates in western Europe
compared to the United States are due to older adults more commonly living with extended
family in Europe (Draper, 2014). While death of a spouse confers a high risk for those aged 74
and up, divorce is also a risk factor for suicide aged 65-74. This highlights the importance of
interconnectedness and social support as a buffer for suicidal ideation in older adults; thus, the
gender divide between men’s and women’s suicide rates may depend heavily on different social
structures experienced by each It also highlights the different life transitions experienced by age
groups that increase their risk of suicide, and the importance of assessing after those relational
losses.
Functional disability is another major contributing factor to thwarted belongingness. It is
defined as limitations in daily activities or needing assistance in these activities (Lutz & Fiske,
2018). Over one third of the older adult population in the United States experiences disability
(Brault, 2012; He & Larsen, 2014). According to the Joint Center for Housing Studies at
Harvard University, 27% of those in the 65–74 age bracket experience some disability in
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completing household activities versus 41% in the 75–79 age bracket and 61% in the age group
of 80 or older (Sonnega et al., 2014). Disability becomes more prevalent with age as illness,
health decline, and cognitive deterioration increase. Conwell (2001) found difficulty with daily
living activities was associated with increased suicide risk after controlling for mental health
disorders. Social outlets (e.g., hobbies) and social connectedness may be reduced or even lost
due to the disability. Moreover, if an older adult needs more assistance, they may start to feel
like a burden to others, which then contributes to the burdensomeness aspect of Joiner’s theory.
Additionally, if the functional disability is painful, it may also contribute to Joiner’s acquired
capacity for pain by habituating the individual to pain and subsequently increasing capability to
engage in suicidal behavior. Thus, functional disability is a high-risk factor for older adults
because it can contribute to all three aspects of Joiner’s IPTS.
In summary, experiencing thwarted belongingness is an integral part of suicide risk in
older adults. It may be due to employment loss (voluntary or involuntary), functional disability,
or loss of a spouse. More specifically, role loss due to unemployment or functional disability
affects men more than women due to men’s identities being tied to those roles. Furthermore,
being married can buffer role loss for men, whereas for women, having a strong social network
is more of a buffer than marriage.

Burdensomeness
Perceived burdensomeness is the extent to which an individual feels they are a burden to
others and that loved ones would be better off without them. The sense of being a burden to
one’s family is a predictor of suicide (de Catanzaro, 1995). Research has shown that among
older adults, perceived burdensomeness is also a greater suicide risk factor for men than for
women (Cukrowicz et al., 2011). Perceptions of burdensomeness may increase in older adults
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during the transition to retirement. For men whose identities are often tied to providing
financially for the household, retirement may not only force them out of this role, but it might
force the household to rely on others for financial support. Many older adults experience distress
when they require care from members of their family. The increased need for assistance from
others may arise from medical problems or a job loss (Fliberti et al., 2001). In this case, some
older adults may perceive themselves to be a burden and that being a burden is permanent. These
perceptions might lead to contemplation of suicide, with death a seemingly reasonable solution
to ongoing burdensomeness (Cukrowicz et al., 2011).
Another contributing factor to burdensomeness is lost autonomy. As individuals age,
their autonomy declines through various physical and social factors. Research by Bamonti et al.
(2014) found, among older adult men, those who placed high values on autonomy had an
increased risk of depression and suicidal ideation. A lack of independence might contribute to a
perception of burdensomeness to others, and threaten an individual’s sense of self.
Perceived burdensomeness has been linked to functional disability and physical illness in
older adults (Cukrowicz et al., 2011). This risk factor seems salient in the older adult population
because as people age, their functioning declines, making them more dependent on their loved
ones. Simply stated, perceived burdensomeness grows as one’s physical health declines.
Fortunately, there are protective factors in play, as evidence has shown maintaining an active
lifestyle has a protective effect against the aging process for older adults (Colcombe & Kramer,
2003).

Fearlessness of Pain, Injury, and Death
The last component of Joiner’s theory, fearlessness of pain, injury, and death, stipulates
those who are capable of death by suicide are those who have been through past chronic pain,
9

repeated painful life events, or have been around death to the point they are habituated to the fear
of pain, self-injury, and death (Joiner et al., 2009). Repeated exposure to painful and normally
frightening events not only habituates one to the fear and pain of suicide but also reduces normal
aversion to suicide and makes it easier to override a humans’ natural propensity for selfpreservation (Ohman & Mineka, 2001). Taken to its logical conclusion, fearlessness of pain
evolves into fearlessness of death itself, and at this point completion of suicide becomes a viable
option.
The prevalence of physical illness and chronic pain generally increases later in life.
Studies have found correlations between the number of physical ailments and suicidality
(Conwell et al., 2002a), and chronic pain has been linked to elevated suicidal ideation (Wilson et
al., 2013. Men with severe pain were at higher risk of suicidal ideation than women with severe
pain (Li & Conwell, 2010). Wilson et al. (2013) found perceived burdensomeness and thwarted
belongingness exacerbated suicidal ideation among patients with chronic pain. Chronic pain or
disability may compound suicidality risk to the extent they keep sufferers isolated from valued
social connections and increase their reliance on others. As an individual’s acute and chronic
conditions increase, so does their risk for suicide (Conwell et al., 2002a).
Furthermore, among older adults who use healthcare resources, women are more likely
than men to reach out and receive help when needed (Ahmedani et al., 2014), which explains
some portion of the male-female gap in suicide attempts of those with ailments. Physical health
and activity are correlated with positive psychosocial characteristics (Finkenzeller et al., 2018),
thus indicating physical health can either be protective or a risk factor for suicide. Even older
adults who experience non-life-threatening illnesses still perceive illness as a burden on life.
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The high risk for suicide with chronic pain and physical illness, indicates the importance in
assessing older adults when there is a decline in physical health.
Furthermore, there are links between the risk of suicide in the elderly and both physical
and sexual abuse earlier in life (Draper et al., 2008; Sachs-Ericsson et al., 2013). Childhood
maltreatment has been identified as a risk factor for suicide in older adults (Jardim et al., 2018),
and has been linked to an increased risk of lifetime suicide attempts and ideation. This suggests
not only habituation to pain via abuse but also a deep-seated thwarted sense of belongingness
(Twomey et al., 2000). Adults who experienced early abuse had fewer friends, were significantly
more isolated, and had more problematic relationships (Frederick & Goddard, 2008). Social
alienation (i.e., thwarted belongingness) as a result of chjildhood abuse increases the risk of
suicidal behavior in later life (Twomey et al., 2000).
Self-harm is a risk factor for suicide in all age groups (Hawton et al., 2003). However,
older adults who self-harm are at a 67 times greater risk of suicide than younger populations who
self harm. Men ages 75 or older are at the highest risk of suicide following self-harm (Murphy et
al., 2012). Juurlink et al. (2004) found severe pain and suicide were correlated more strongly for
men than women. These numbers highlight the increased risk of suicide due to the habituation of
self-harm. The increase in numbers of suicides following self-harm may also indicate intent to
die increases with age.
Findings also suggest older adults who self-harm experience feelings of isolation,
loneliness, and loss of control as well as reaching later life with perceived burdensomeness
(Troya et al., 2019). Not only does self-harm habituate one to acquired capacity for pain under
Joiner’s theory among the older adult population, but the motivation for self-harm also revolves
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around a lack of social connectedness and burdensomeness. A loss of control was cited among
the reasons for self-harm, which may be due to physical impairment, illness, or functional
disability, all of which increase as adults age. This indicates the importance of assessing risk
around self-harm because it can fall under all three facets of Joiner’s IPTS.
Research has also shown nonsuicidal self-injury has been associated with an increased
desire and capability for suicide later in life (Klonsky et al., 2013). Those with greater numbers
of past suicide attempts and experiences of pain (i.e., self-injury) may be more capable of
overcoming the fear of the pain involved in lethal self-injury and of suicidal behavior (Joiner et
al., 2009). Among older adults, nonlethal suicide attempts decrease with age, while lethality
increases along with less impulsivity (Miret et al., 2010). The increase in attempts coupled with
the increase in lethality indicates not only habitation, but perhaps refining attempts, living in
isolation (not being able to be revived in time) or maybe not being able to survive an attempt due
to illness, etc.
As adults age, they will be exposed to more deaths by virtue of their peers aging. death is
often anticipated following a long-term chronic illness (Carr, 2003). Thus, older adults may
become desensitized to death due to anticipating death and death becoming a more common and
less tragic occurrence. This can result in loss of their fear of death. For older adults, under
Joiner’s facet of acquired capacity for pain, there are three areas through which habituation
occurs: (a) fear inducing events rooted in part in early abuse and subsequent self harm, (b)
exposure to peers dying and (c) chronic pain and disability . However, the habituation process is
a nuanced process, and research has shown there may be other mediating variables making
individuals more vulnerable to the acquired capacity of pain, such as low levels of serotonin and
genetics (Smith & Cukrowicz, 2010). Research has shown low levels of serotonin have been
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implicated in aggressiveness and impulsivity (Joiner, 2005), and suicide attempters have had low
serotonergic activity (Joiner et al., 2005). While low serotonin levels have been implicated in
impulsivity and suicide, older adults tend to be less impulsive with more violent means for
suicide (Krug et al., 2002). This may indicate that serotonin may be involved in suicide attempts
for those who suffer from mental illnesses, such as dementia or depression, where low levels of
serotonin are implicated. Genetics have been implicated as a mediating factor in acquired
capacity for pain via heritable mood disorders and a family history of suicide (Runeson &
Asberg, 2003), both possibly contributing via an underlying predisposition but also via
habituation due to exposure to adverse environmental factors (i.e., psychological and physical).
Furthermore, individuals with higher thresholds for pain and fearlessness were implicated in
suicide attempts (Smith et al., 2010). Although acquired capacity for pain is an integral part in
suicide attempts, mediating variables may make more people vulnerable to the acquired capacity
of pain.

Life Events (by Age) Relevant to IPTS Factors
Stressful life events revolving around the process of aging have been found to precipitate
suicide in older adults. Some of the most stressful life events precipitating suicide in older adults
include (a) functional impairment and health decline, (b) relationship changes including the loss
of loved ones, (c) employment changes such as retirement, (d) loss of employment social roles,
and (e) relocation of residence (Conwell, 2001; Kaplan & Berkman, 2016). Although older
adults face many life transitions that can affect their sense of self, research has shown these five
as the ones older adults find stressful enough to deem them factors in suicide.
Loss of social roles is a phenomenon experienced in older adults that increases the risk of
suicide (Moen et al., 1992). Although professional employment is one social role meriting
13

special consideration, there are a bevy of other social roles older adults possess, which when lost
can be a risk factor for suicide. Not only do social roles affect identity, but changes inherent in
aging also affect how roles may be lost (Whitbourne & Primus, 1996). For instance, decreased
physical capabilities may render participation in a favorite sport or activity impossible. Changes
in social roles are experienced by the older adult population throughout the aging process, and
they need not be physical. Thus, changes in social roles can occur multiple times for a given
individual for various reasons, at numerous points across the young-old, middle-old, oldest-old
spectrum. For example, an older adult, in the young-old bracket may lose a social role to
retirement and may then also lose his social role of spouse or caretaker, if his partner should also
pass away. Those involved in multiple roles, particularly those who volunteer or are involved in
organizations, have better psychological health and well-being (Moen et al., 1992). By having
multiple roles, older adults can lose a particular role, but have the loss buffered by the existence
of other roles, softening the difficulty of the transition. The value of multiple roles demonstrates
the importance of interconnectedness as a dimension of suicidal risk.
Older adulthood frequently involves physical relocation events, from downsizing into a
smaller home locally, establishing domicile in an entirely new locale, and perhaps eventually
residing in an assisted living or nursing home. Relocation, which can happen multiple times in
older adulthood, bestows suicide risk upon older adults. Relocation to an assisted living facility
is typically due to an inability to care for oneself or not having the social support to remain cared
for in one’s home. Overall, mortality rates are higher for men going to a residential living facility
(Dale et al., 2001) and rise after a wife’s death (Shor et al., 2012). Those with the highest suicide
rates were ages 65–75 living alone and 80+ living in a residential living facility (Erlangsen et al.,
2004). In the younger group, this highlights the importance of social connectedness, and in the
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older group, it points to thwarted belongingness, burdensomeness, both of which are components
of IPTS.
Although there are specific life events that increase risk during the aging process, these
life events vary by age groups, young–old (65-76), middle–old (77-84) and oldest–old (85 years
and over). Findings revealed the young–old age group were significantly more likely to be
separated and less likely to be widowed compared to the middle–old group. Meanwhile, the old–
old were significantly more likely to be widowed, experience isolation, and medical issues,
whereas work-related, financial, legal, and relationship stressors were mostly found among the
young–old age bracket.

Depression
Psychiatric disorders have been implicated as a risk in suicidal behavior (Cavanagh et al.,
2003). Older adults with a psychiatric illness were 44 to 114 times more likely to die by suicide
than the control group (Conwell, 2001). Depression is the mental illness conferring the highest
risk for suicide late in life, and 10% to 15% of men who died by suicide had been diagnosed
with depression (Schmutte et al., 2009). Although depression confers a high risk, it interestingly
decreases in older adult age groups with those aged 65–76 more likely to suffer from anxiety and
substance use (Koo et al., 2017). This may be because of differences in how older adults report
sadness, and the fact they may not be clinically depressed as defined by the Diagnostic and
Statistical Manual of Mental Disorders (DSM)–5 or due to the stigma involved with reporting
psychiatric symptoms.
Furthermore, although studies have shown depression is associated with suicidality, there
is an argument that the influence of depression on suicidal behavior is indirect (Campos et al.,
2016). Ashley et al. (2013) found perceived burdensomeness and thwarted belongingness were
15

the mediating mechanisms implicated in suicide. Additionally, Oliffe et al. (2011) found losing
social bonds was central to older men’s depression and thoughts about suicide. This indicates
how thwarted belongingness and isolation are important factors when considering risk for
suicide, especially for men. Furthermore, nonsuicidal self-injury was also found as a mediating
factor between depression and suicidal risk (Kang et al., 2019). Although many studies indicate
an older adult with a mood disorder is at the highest suicide risk, the picture is way more
complicated. Due to older adults underreporting depressive symptoms, it is important to identify
those at risk who may not fit those diagnostic categories. Although depression confers a high
risk, the risk may be indirect, highlighting the importance of examining the mediating factors
contributing to depression, many of which come under the three domains of Joiner’s IPTS, and
looking at risk factors independent of depression that also fall under IPTS.

Culture, Aging, and Self-Determinism
Although the focus of this paper is on suicidal ideation and behavior of older adults, one
must take into consideration self-determination regarding end-of-life issues of older adults,
including those facing terminal illness and those who consider their lives “complete with no
further contributions to make” (Van Wijngaarden et al., 2015) . This is a complicated issue
deserving some discussion.
Views of aging and end-of-life decisions are rooted in culture and vary accordingly.
Generally speaking, Eastern cultures hold aging in a more positive light than Western cultures
(Löckenhoff et al., 2009). This is due to beliefs based in filial piety and interconnectedness of
the familial group. As a result, older adults are seen as valuable members of the group and are
held in great esteem. Following those lines, many cultures do everything possible to keep older
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adults alive as valued members of society while other cultures view older adults as a burden and
some even take steps to end their lives (Gire, 2014). In the past, many Native American groups
and some current African tribes have seen old and frail members as a burden to the tribe, and
thus took steps to reduce the burden to the tribe. This was more commonly seen in hunter–gather
societies and has shifted in postindustrial times. Currently, Native American tribes see older
adults as wisdom keepers of the tribe and hold them in high esteem. Native Americans also view
death as part of the natural life process and accept it rather than fear it. Similarly, many Eastern
cultures view death as a transition to another life, and as a result, experience less anxiety about
dying (Gire, 2014).
On the contrary, Western culture prizes autonomy, individuality, independence, and
productivity. These values bear on end of life issues and may be why older adults fare worse in
the aging process. There is an ethos running though western culture of free-will and taking
control of one’s final stages of life including when one should die. In the United States,
information disclosure and medical decision-making recognize a patients’ autonomy and wishes,
whereas in the Middle East and Asia, standard care focuses on family decision-making and not
individual decisions (Mobeireek et al., 2008), consequently, treatment and end of life decisions
are discussed with the whole family. Interestingly, although the United States values selfdeterminism and autonomy, end-of-life laws reflect the opposite. In an article by ProCon.org
(December 2021), although medically anyone has the right to refuse medical treatment that will
hasten their death (i.e., passive euthanasia), only nine states have legalized assisted suicide due
to medical considerations. This is likely due to political and religious institutions in the United
States. in Europe and Asia, only a handful of countries have legalized physician-assisted suicide.
Currently, the debate has deepened in the Netherlands, where medically motivated physician-
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assisted suicide is legal, but has extended debate about physician assisted suicide for older
adults who deem their life to be completed. These differing views on aging and death reflect not
only how decisions are made when one ages, but also effect older adults’ experience of pending
death.
Even under the umbrella of death with dignity or assisted suicide, there is a divide
between a medical necessity versus the notion of a “completed life.” A completed life is
described as “persons, mostly of old age, who do not see a future for themselves and, as a result,
have developed a persistent, active death wish, without suffering that (mainly) originates in a
medically classifiable condition” (Hartog et al., 2020, p. 2). Studies have shown a completed life
is essentially “a tangle of inability and unwillingness to connect to one's actual life” (Van
Wijngaarden et al., 2015, p. 262). There is an incongruence with their expectations of life and
who they are currently. As a result, there is a feeling of being disconnected to life, and the desire
to end life grows. The disconnectedness has been characterized by “(a) a sense of aching
loneliness, (b) the pain of not mattering, (c) the inability to express oneself, (d) multidimensional
tiredness, and (e) a sense of aversion towards feared dependence” (Van Wijngaarden et al., 2015,
p. 260). Studies have also shown from the concept of a completed life stems from the values
placed on self-determination, autonomy, and reasonability, but it is also influenced by fears,
sadness, and loneliness (van Rein, 2013). This exemplifies how culture influences how one feels
about aging and the way one copes with it.
In Western culture, when autonomy and independence are lost due to the aging process,
societal relevance is lost as well, which makes sense as to why a feeling of a “completed life”
surfaces. It allows the older adult to regain control they have lost and assuages incongruence
between how one sees themselves and the standards they held themselves to earlier on in life.
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This highlights how the concept of a completed life appears to be rooted in not only existential
issues but also how older adults are valued in their communities.
Although physician assisted suicide due to medical necessity has clear guidelines, a
completed life does not. There is room for interpretation when one is experiencing a completed
life. In a study done with physicians and nurses, even when given a clear definition of completed
life, there were differences in understanding and application (Van Humbeeck et al., 2022). It
appears facets of a completed life all fall under the criteria of IPTS. The subjective nature of a
“completed life” could lead to misuse and ageism. Due to the limited number of remaining years
an older adult may have, it may be more acceptable for an older adult to consider their life
completed than younger individuals. Thus, there may not be as diligent exploration of issues
contributing to that feeling as there would be for younger adults. Additionally, how youth is
valued in western society may also deem it more acceptable to consider life completed for older
adults versus younger individuals.
Furthermore, medically assisted suicide and completed life suicide have the same ethical
underpinning: The quality of life has been diminished due to existential suffering, and they no
longer view life worth living. Regardless, the vagueness in autonomy and freedom of choice
make them susceptible to misuse.
Death and aging are something everyone will experience, how each person approaches it
depends on their values and cultures, specifically, the cultural values of the individual, and how
that intersects with the values of society. There is often a clear-cut definition for what is deemed
a medical necessity; however, a completed life is more ambiguous and generally falls under the
blanket of suicide. These complexities should open more discussion in how older adults are
viewed in society.
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Clinical Implications
Due to the complexity of suicidal behaviors in older adults described above, multiple
intervention points and screenings are indicated, and age-specific interventions are critical to
prevention. Some important suggestions are listed below:
1. Older adults should be screened for mental health disorders that are correlated with
suicidal ideation such as Major Depression, Anxiety, and Bipolar Disorder. Those
who are diagnosed with mental health disorders correlated with suicidal ideation
should be treated with evidence-based interventions. The combination of
psychotherapy and medication has been shown to be one such effective evidencebased intervention. Furthermore, there should be a constant monitoring of
symptoms. If symptoms do not remit, then treatment needs to be adjusted. Older
adults who die by suicide are likely to visit their primary care physicians (PCPs)
within 2 months before dying by suicide (Ahmedani et al., 2014; Luoma et al., 2002).
Therefore, primary care offices may be the most opportune venue for detecting
suicide risk factors. Research has shown interventions at this point have fostered
improvements in reducing depression and self-harm behaviors among older adults
(Lapierre et al., 2011). The PRISM-E study (Primary Care Research in Substance
Abuse and Mental Health for Elderly) found older patients were more likely to
engage in mental healthcare services provided in primary care settings than when
they were referred to mental health clinics (Bartels et al., 2004). This may be due to
the accessibility and frequency of visits to primary care and the reduced stigma of
receiving treatment at primary care versus in a mental health center (Conner et al.,
2010). The IMPACT study indicated older adults with depression who were
randomly assigned to receive collaborative care showed a greater resolution of
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depression and functional impairment, greater service use, and improved quality of
life than those assigned to receive the usual care (Unützer et al., 2002). Clearly, both
the setting and modality can be tailored to improve intervention for older adults.
2. Older adults should be screened for risk factors of suicide and suicidal ideation after
major life transitions, such as functional impairment and health decline, loss of
employment or loss of spouse. Schumacher et al. (1999) recommend undertaking a
comprehensive assessment of older adults following major life events so that key
indicators can be tracked from the outset of potential problems. These PCP
assessments should include physical, emotional, and behavioral symptoms, functional
status, social connectedness, perceived autonomy, and integrity. Specifically, they
recommend examining life events that fall under Joiner’s IPTS and assessing how
many of each were experienced by older adults at risk of suicide. By further tailoring
this to the various age groups, clinicians can improve the next steps in clinical
intervention.
3. Once risk factors have been identified, such as isolation, burdensomeness, and
acquired capacity for pain/desensitization to the idea of death, these factors should be
addressed with the aim to reduce the potential of suicide. For instance, if isolation is
the identified risk factor, improving interpersonal connection and reducing social
isolation can reduce the risk of suicide. Studies in Japan showed decreasing social
isolation by strengthening social support and increasing interpersonal connection
reduced suicide rates (Brent & Melhem, 2008). Although patient-specific
interventions are a possibility, community programs providing social support for
older adults have also been instrumental in decreasing isolation. The Campaign to
End Loneliness in the United Kingdom (Dzeng & Pantilat, 2018) has had beneficial
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results in reducing suicide risk. Even a simple telephone outreach program has
proven instrumental in decreasing isolation and reducing suicide (De Leo et al.,
2002). Other interventions could involve increasing support to help older adults cope
with disability.
4. Firearm restriction assessment should be made when older adults present with
suicidal ideation or IPTS warning signs for suicidality. Firearm restrictions should
occur when active suicidal ideation is present or all facets of the IPTS are endorsed.
Firearm restriction should be continually monitored, and eased when active ideation
subsides and/or the IPTS warning signs for suicidality decrease. Of older adults who
die by suicide, most do by violent means (Krug et al., 2002). After controlling for
demographic effects, gun ownership has predicted overall statewide suicide rates
(Anestis & Houtsma, 2018), and 71% of older adults who died by suicide used a
firearm (Conwell et al., 2002b). There is also an increased risk of suicide in men
who own guns compared with female gun owners, and those who store their guns
unlocked and loaded are at an increased risk. Research has shown when means are
restricted (e.g., unloading guns, storing them in safes), suicide rates decrease
(Gunnell & Nowers, 2007; Mann et al., 2005). It appears restriction and education
regarding firearms is one prevention measure for reducing this suicide risk in later
life. One plausible avenue for doing this would be through primary care offices as
most will have visited their PCP in the 30 days before dying by suicide (Luoma et
al., 2002).
5. Psychological interventions should also be considered for those older adults who
demonstrate IPTS warning signs for suicidality. Cognitive restructuring
techniques can be used with older adults to challenge and change the perceptions
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of burdensomeness and thwarted belongingness. Additionally, behavioral
activation where clients can identify values and then plan specific daily activities
and social tasks aligned with those values. This can help the client take agency
while also increasing social connectedness.
6. Chronic pain should also be addressed. Numerous therapeutic approaches have been
beneficial in helping older adults cope with chronic pain and disability (Niknejad et
al., 2018).
7. The issues of suicide versus death with dignity (physician assisted suicide) and the
concept of a completed life are confusing. While there is a clear stated medical
necessity for physician assisted suicide, the concept of a completed life is subjective
and rooted in existential and cultural issues. Many of the existential issues fall under
Joiner’s IPTS, such as, loneliness and burdensomeness. This highlights the clinical
importance of assessing certain age-related risk factors to implement the correct
intervention points for suicide in older adults. Additionally, because end of life
decisions for aging populations are rooted in culture, it is not only important to
discuss those existential issues once those risk factors are identified, but also the
context of culture for which it is imbedded.

Conclusions
Joiner’s IPTS, which emphasizes loss of belongingness, burdensomeness and
desensitization to death, provides a solid theoretical framework for assessing the risk of suicide
among older adults. The factors posing a risk for suicidal ideation in older adults are (a)
isolation, (b) functional disability, (c) illness, (d) chronic pain, (e) mental illness, and (f) loss of
roles. Each of these items is represented in at least one dimension of Joiner’s IPTS. Furthermore,
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Joiner’s IPTS also accounts for the specific gender differences with higher suicide rates for men
versus women. This may be due to older women’s richer interpersonal connectedness relative to
older men. It may be due to the effects of retirement on men who historically have based more of
their identity and social connectedness on employment than have women. Thwarted
belongingness and interpersonal disconnection seem to be a lower risk in women, contributing to
lower rates of attempted suicide in women than men. All these factors fit with Joiner’s IPTS.
Although burdensomeness and thwarted belongingness are major risk factors for suicide
and lead to ideation, it is the third component, habituation to pain and the acceptability of death,
that leads from ideation to attempt. With the older adult population, it is specifically important
for clinicians to explore current chronic pain, diseases, and functional disability because just one
of those avenues can translate to all three components of IPTS, putting older adults who
experience them at the highest risk for suicide.
Future research should address prevention and postvention care for older adults. One
intervention that has promise is regular screening of all older patients by their primary care
provider to determine the presence of Joiner’s risk factors. For those at risk, means restriction
(e.g., removing weapons from the house or locking up medications) is imperative. After those
measures are taken, psychological interventions are of upmost importance. Numerous theoretical
orientations are effective to decrease isolation, the feeling of burdensomeness, and
desensitization to death. It is also important to explore those existential issues surrounding a
“completed life” as well as the individual’s cultural views of aging and death.
In conclusion, there is an intricate web of forces contributing to the increased risk of
suicidal behavior in older adults. Joiner’s IPTS posits thwarted belongingness, burdensomeness,
and acquired capacity for pain and desensitization to death contribute to suicidality. Older adults
are an at-risk population with growing numbers. Addressing the age-related facets of Joiner’s
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IPTS in specific relation to the various older adult age brackets promises to mitigate suicide risk
among this growing and increasingly vulnerable population.
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